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ABSTRACT
The purpose of this study was to investigate the differences 
between advanced and beginning student clinicians in the observed fre­
quency of each of eleven selected nonverbal behaviors. A beginning 
clinician was defined as a student enrolled in clinical practicum with 
not less than five clock hours of clinical case contact experience and 
not more than tx^ elve hours of clinical case contact at the onset of 
this study. An advanced clinician was defined as a student enrolled 
in clinical practicum with not less than twenty-five hours of clinical 
case contact experience and not more than fifty hours of clinical case 
contact experience at the onset of this study. The advanced group was 
composed of ten clinicians and the beginning group was composed of nine 
clinicians- for a total of nineteen subjects.
Each subject was videotaped on three different occasions of 
regularly scheduled therapy. The experimenter then viewed the five- 
minute samples and counted the occurrence of each of the eleven non­
verbal behaviors under investigation. The nonverbal behaviors counted 
were: smile, frown, positive head nod, negative head nod, gesture, 
self-manipulation, positive touch, negative touch, posture change, eye 
contact and forward lean.
The mean scores for each behavior were calculated. Advanced 
clinicians used more of the nonverbal behaviors which serve as social 
reinforcers than did beginning clinicians. Those behaviors were smile, 
positive head nod, gesture, positive touch, eye contact and forward
ix
lean. The beginning clinicians used more frowns, self-manipulations, 
negative touchs, negative head nods and posture changes which are nega­
tively connotated behaviors. Data were analyzed using analysis of 
variance procedures. The results revealed that the differences xjere 
not significant at the .05 level in the use of all nonverbal behaviors 
between the two groups.
X
CHAPTER I
INTRODUCTION AND REVIEW OF THE LITERATURE 
Introduction
The primary focus of interest in research and skill improvement 
programs in the social sciences in the past decade has been with the 
spoken and written word. This procedure neglects one important source 
of influence and information in the process of communication, which is 
nonverbal communication. Nonverbal communication is important because 
of the role it plays in the total communication system, the quantity of 
the informational cues it provides in any particular situation, and 
because of its use in fundamental areas of our daily life.
Researchers in the field of speech pathology have gathered little 
data on the nonverbal dimensions of the communication process xcithin the 
therapy setting, leaving to be investigated the extent to which the 
clinician-client relationship is affected by nonverbal behaviors of the 
clinician. This research investigated eleven nonverbal behaviors as 
they relate to the number of clinical practice hours of undergraduate 
student clinicians.
Traditionally, communication is regarded as that process by which 
one individual imparts knowledge and information to another. Verbal com­
munication, only one aspect of the total communication process, is a spe­
cific form of message transmission which uses word symbols to represent 
real objects and ideas. The counterpart of verbal communication is
1
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nonverbal communication. Nonverbal communication in man is used to man­
age the immediate social situation, to support verbal communication and, 
in some cases substitute for verbal communication. Nonverbal exchanges 
broaden the horizons on interpersonal communication and expand the 
expressive boundaries of the verbal world (Egolf and Chester, 1973).
Egolf and Chester (1973, p. 511) state that, "to have social 
contact without the transmission of nonverbal message, in fact, is 
essentially impossible." Birdwhistell (1970) estimates that in normal 
conversation, the verbal components carry less than thirty-five percent 
of the social meaning of the situation and more than sixty-five percent 
is carried on the nonverbal band. Mehrabian (1970) found that words 
account for only seven percent of the total impact of a message. He 
found that vocal nonverbal elements contribute thirty-eight percent 
and facial nonverbal cues are responsible for fifty-five percent of the 
effect of the message.
The nonverbal message rather than the verbal often determines 
the nature of an interpersonal encounter. According to Birdwhistell 
(1963), when nonverbal and verbal cues conflict, the visual cues are 
attended to rather than the spoken words. Argyle (1969, p. 70) states, 
"Some of the most important findings in the field of social interactions 
are about the ways that verbal interaction needs the support of nonverbal 
communication." He also states that nonverbal behaviors support verbal 
behavior through repeating, contradicting, substituting, complimenting, 
accenting and regulating.
In the speech therapy setting, as in other interpersonal rela­
tionships, the exchange of information is reciprocal, with both clini­
cian and client transmitting and receiving nonverbal messages. The
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clinician and supervisor should be ax?are of the use of nonverbal com­
munication in the therapy session. The importance of nonverbal commu­
nication in interaction situations suggests that the nonverbal behav­
iors employed by clinicians may be related to the amount of clinical 
practice hours they have completed.
Review of Literature
Ten nonverbal behaviors found to be important in the speech 
therapy setting are: smile, positive head nod, negative head nod, 
gestures, self-manipulation, positive touch, negative touch, eye con­
tact, posture change and forward lean (Mercer and Schubert, 1974).
In addition to the above listed ten nonverbal behaviors, frown was 
included in the present study. The behaviors which were used in the 
present study are discussed below.
Smile
A smile was defined as "the upward bilateral extension of the 
lateral aspects of the lip region from a position of rest," by Bird- 
whistell (1970, p. 33). He found that subjects smiled when subjected 
to both positive and aversive situation. Generally, smiles communicate 
friendliness and cooperation in human relation. Mehrabian and Williams 
(1969) found that rate of smiling reflected liking the addressee. Higher 
rates of smiling may also indicate greater efforts of the communicator to 
relieve tension and discomfort. A smile may be reinforcing, a means of 
expressing approval or a means of hiding discomfort.
Frown
A frown was defined as the distinct drawing together and lowering 
of both eye brows. Ekman and Friesen (1975, p. 80) found that "impatience
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and irritation xvlth a listener's failure to follow instructions or other­
wise meet expectations” was apt to be displayed nonverbally as a frown. 
They noted that emotions varying in intensity from slight irritation or 
annoyance to rage were displayed in facial expressions including frown.
Positive Head Nod
Rosenfeld (1966, p. 6) defined a positive head nod as a "distinct 
bidirectional movement of the head on the vertical plane, or a continuous 
sequence of such movements." In the study by Mercer and Schubert (1974) 
this definition was augmented with the requirement of eye position being 
held constant. Head nods are associated with increased persuasiveness of 
the speaker as found by Mehrabian and Williams (1969). In conversation, 
head nods act as reinforcers and as a signal to continue or discontinue 
speaking (Rosenfeld, 1966).
Negative Head Nod
A negative head nod was defined as a "distinct bidirectional 
movement of the head on horizontal plane or a continuous sequence of 
such movement" by Rosenfeld (1966, p. 6). As with positive head nod, 
there was a requirement for a constant eye position as reported by 
Mercer and Schubert (1974). Rosenfeld (1966) found as the agreement 
or disagreement with the speaker increased, there was a greater degree 
of movement of the head during a positive or negative head nod.
Gesture
A gesture was defined by Mercer and Schubert (1974, p. 4) as a 
"movement of the arm, head, and/or finger, not in moving contact with 
another part of the body." Argyle (1969, p. 249) defined gesture as
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"social technique intended to communicate definite messages or as involun­
tary cues which may or may not be correctly interpreted by others."
Gestures are means to convey great liking and also a means of 
approval seeking. Mehrabian and Williams (1969) found that higher rates 
of gesturing were positively correlated with the judged persuasiveness of 
the communicator and with relaxation.
Self-Manipulation
Mercer and Schubert (1974, p. 5) defined self-manipulation as a 
"response that involved motion of a part of the body in contact with 
another part, either directly or mediated by an instrument,"
Mehrabian and Williams (1969) found that the rate of self­
manipulation was negatively correlated with the perceived persuasive­
ness of a communicator, and by increasing the degrees of persuasive 
effort, there was an increased rate of self-manipulation.
Positive Touch
Positive touch was defined by Mercer and Schubert (1974, p. 6) 
as "bodily contact between client and clinician, reinforcing or instruc­
tional." Touch is a crucial aspect of most human relationships as it is 
the most basic form of communication. It serves as an expression of a 
wide range of emotions and intentions (Knapp, 1972). Leathers (1975) 
felt that touching serves as a therapeutic function and that the more 
touching that takes place, the more open, honest and trusting an indi­
vidual will be in his interpersonal communication.
6Negative Touch
Negative touch was defined as "bodily contact in a manner to 
restrain or punish physically" (Mercer and Schubert, 1974, p. 6).
Knapp (1972) found that negative touch was used more in situations 
with an adult and child than with two adults or two children. He also 
found that there was a longer time duration of a negative touch than a 
positive touch in a structured, clinical situation.
Eye Contact
Eye contact was defined by Mercer and Schubert (1974, p. 7) as 
"the clinician looking in the direction of the face of the client, and 
then away." Eye contact is used as a signal in starting encounter, in 
greetings, as a reinforcer, and to indicate that a point has been under­
stood. It is important in communicating interpersonal attitudes and 
establishing relationships.
Ellsworth and Ludwig (1972) reported that women engaged in more 
eye contact while speaking, listening and during silence. In a study 
by Exline (1963), females showed greater eye contact with the inter­
viewer than males but both had less eye contact when discussing an 
embarrassing topic.
Argyle (1967) reported that conversants look at each other for 
periods of one to ten seconds for twenty-five percent to seventy-five 
percent of the time. He also found that people look almost twice as 
much while listening as they do while speaking. In Mehrabian and 
Williams' study (1969), they found increasing degrees of persuasive 
effort were associated with increase in eye contact with the addressee.
7Posture Change
Posture change, as defined by Mercer and Schubert (1974, p. 9), 
was a "gross movement of the body trunk or a shift in the position qf 
the hips." Posture varies with emotional states with characteristic 
postures for friendly, hostile, superior and inferior attitudes (Argyle, 
1969). Rosenfeld (1966) found that the number of posture changes corre­
lated with degree of discomfort displayed by a person.
Forward Lean
Mercer and Schubert (1974, p. 9) defined forward lean as a "for­
ward movement of the upper body of the clinician, away from the vertical 
plane defined by a line from the clinician's hips to the shoulder." 
Mehrabian (1968) found that a relaxed posture, a forward lean of the 
trunk toward the addressee and a smaller distance between communicators 
indicate a positive attitude, while a backward lean indicates a nega­
tive attitude.
Summary
Little data on the nonverbal behavior within a therapy setting 
have been gathered in the field of speech pathology. It is important 
for both the clinician and supervisor to be axtfare of the nonverbal 
communication in a therapy situation.
Mehrabian (1970) stated that nonverbal behavior could be 
applied to the psychiatric clinical setting when instrumental learning 
of behavior modification was used. This may also be applied to the 
speech therapy setting. Egolf and Chester (1973, p. 511) suggested 
that nonverbal behavior should be viewed with "heightened sensitivity
8and awareness by all those who are concerned with normal and pathologic 
human interaction and communication."
Especially important in the speech therapy setting are those 
nonverbal behaviors which serve as reinforcers in the modification of 
behavior. Positive head nods communicate as reinforcers as do verbal 
reinforcers (Mehrabian, 1969). A wide variety of stimuli were found 
to be effective as secondary reinforcers by Reece and Whitman (1962).
They found gesturing, smiling, nodding and leaning forward to have the 
same reinforcing properties as verbalization.
In the study by Mercer and Schubert (1974), it was found that 
student clinicians receiving a high rating from faculty supervisors 
used a greater number of nonverbal behaviors when compared to clini­
cians receiving a low rating from faculty supervisors. The high-rated 
clinicians used significantly more nonverbal behaviors which serve as 
social reinforcers and as signals in social interaction such as smiles, 
positive head nods and eye contact.
When people were asked to make judgments about feelings displayed 
in facial expressions, the result was a high degree of agreement among 
the participants. McCroskey, Larson and Knapp (1971, p. 110) stated, 
"this is mainly due to a 'learning' of facial stereotypes which influ­
ence the nature of interpersonal exchanges." Knapp (1972, p. 21) stated 
that nonverbel behavior "is partly taught, partly imitative, and partly 
instinctive." If this is true, perhaps the appropriate use of nonverbal 
behaviors should be taught and/or be made known to beginning clinicians 
if there is a significant difference between advanced and beginning 
clinicians in the use of nonverbal behaviors.
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The purpose of this study was to investigate the difference 
between advanced and beginning student clinicians in the observed 
frequency of each of eleven nonverbal behaviors. It was hypothesized 
that advanced student clinicians would differ in the use of nonverbal 
behaviors during the therapy session from beginning clinicians.
The research question to be answered by the study was: Is 
there a significant difference between each of eleven selected non­
verbal behaviors as used by beginning and advanced student clinicians?
CHAPTER II
PROCEDURES 
Subj ects
The subjects for this study were nineteen undergraduate student 
clinicians. The student clinicians met the following criteria:
1. Subjects were majoring in Speech Pathology and Audiology 
at the University of North Dakota.
2. Subjects were those clinicians assigned to provide therapy 
to a client of preschool or school age at the University 
of North Dakota Speech and Hearing Clinic.
Nine clinicians who met the prescribed criteria were selected 
from the population of student clinicians meeting the definition of 
beginning clinician. Ten clinicians were selected from the student 
clinician population which met the definition of advanced clinician.
Beginning Clinician— a beginning clinician was defined as a 
student enrolled in clinical practicum with not less than five clock 
hours and not more than twelve hours of clinical case contact at the 
onset of this study.
Advanced Clinician— an advanced clinician was defined as a 
student enrolled in clinical practician with not less than twenty- 
five hours and not more than fifty hours of clinical case contact 
at the onset of this study.
10
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Apparatus and Environment
The follcwing equipment was used during the collection of data:
1. Ampex camera model 3074
2. Sony videocorder model AV-3650
3. Shibaden video monitor model VM 903
4. Half-inch Scotch videotape.
Two rooms were used during the collection of data, a therapy room 
and an adjacent observation room. The observation room was equipped with 
a one-way mirror which allowed videotape recording without interruption 
of the therapy session. The videotape equipment was placed in the 
observation room. The therapy room was equipped with one table and two 
chairs. Each therapist was informed that he xrould be videotaped, but 
was not given an explanation for the videotaping. Videotaping xjas done 
during the regularly scheduled therapy time.
Explanation of System
The ten nonverbal behaviors found to be important in the speech 
therapy situation by Mercer and Schubert (1974) x^ ere investigated in
tJ
this research study. In addition to those ten behaviors, frox^ n was 
included in this study. The eleven follox^ing nonverbal behaviors were 
counted.
1. Smile— defined as the upward bilateral extension of the 
lateral aspects of the lip region from a position of rest 
with a pleasant connotation.
FroX'm— defined as the distinct drax^ing together and lower­
ing of the eye brows.
2.
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3. Positive head nod— defined as a distinct bidirectional 
movement of the head on the vertical plane, or a con­
tinuous sequence of such movements with eye position 
held constant.
4. Negative head nod— defined as a distinct bidirectional 
movement of the head on the horizontal plane or a con­
tinuous sequence of such movements with eye position 
held constant.
5. Gestures— defined as movement of arm, hand or finger, not 
in moving contact with another part of the body. Excluded 
were arm and hand movements directly related to therapy 
tools, such as picking up a picture or handing a client a 
reinforcement. Included were pointing, clapping, illus­
trating, defining or commanding gestures,i.e., "over there" 
and "sit here."
6. Self-Manipulation— defined as a response that involved 
motion of a part of the body in contact with another part 
of the body, either directly or mediated by an instrument.
7. Positive touch— defined as bodily contact between clinician 
and client other than to restrain or punish.
8. Negative touch— defined as bodily contact between clinician 
and client in a manner to restrain or punish physically.
9. Eye contact— defined as the clinician looking in the direc­
tion of the face of the client and then away. The client 
was not required to establish mutual eye contact with the
clinician.
10. Postural change— defined as gross movements of the body 
trunk or a shift in the position of the hips, except a 
forward lean.
11. Forward lean— defined as forward movement of the upper 
body of the clinician away from the vertical plane 
defined by a line from the clinician's hip to the 
shoulder.
The behaviors were tallied on the basis of the number of times 
each behavior occurred within the five minute segment of videotaped 
therapy. Cyclical movements such as a forward lean and then back to 
the previous position were counted as one behavior. Behaviors which 
occurred for a continuing period of time, such as eye contact, and 
positive and negative touch, were recorded again after five seconds, 
as suggested by Mehrabian (1969).
Procedures
Each clinician from the two groups x<ras videotaped for one five- 
minute segment during three forty-minute therapy sessions. Based on 
the findings of Boone and Prescott (1972), neither the first five min­
utes nor the last five minutes of therapy session were used. They 
found that the first five and last five minutes of a therapy session 
were not representative of a typical therapy session.
The experimenter viewed the five-minute videotapings and counted 
the occurrence of each of the eleven nonverbal behaviors under investi­
gation. Each tape was played through the number of times necessary to 
count each of the nonverbal behaviors. A tally counter was used so 
the viewer did not have to look away from the screen while counting
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behaviors. To prevent influence by the verbal behaviors, the audio 
portion of the therapy session was not recorded.
Reliability
Intra-observer reliability was established by viewing and 
counting behaviors from three sample sessions which had been recorded 
at an earlier time. The same segments were examined and behaviors 
counted again after twenty-four hours. The results from the two 
observations were compared and percentage of agreement was calculated.
A criteria of ninety-five percent agreement was met.
Inter-observer reliability was established by having a trained 
graduate student tally behaviors from the same tape as the experimenter. 
The number of behaviors counted xtfere compared and percentage of agree­
ment was calculated. The criteria for agreement established at ninety- 
five percent was met by the researcher.
CHAPTER III
RESULTS AND DISCUSSION
Introduction
The total number of occurrences of each nonverbal behakrior was 
counted for each student clinician for the three different five-minute 
therapy segments. The mean occurrence of the nonverbal behaviors for 
each clinician was established. Means were then calculated for each 
behavior for advanced and beginning groups of clinicians. An analysis 
of variance procedure was used to compare the use of nonverbal behav­
iors used by the two subject groups.
The question to be answered by this study was: is there a sig­
nificant difference between advanced and beginning student clinicians 
in the observed frequency of each of eleven selected nonverbal 
behaviors?
Results
The mean scores for the two groups on each of the eleven behav­
iors are presented in Table 1. The mean scores for smile were 4.90 for 
the advanced group and 4.67 for the beginning group. The advanced 
group's mean score for frown was .00 while the beginning group's mean 
score was .19. A mean score of 5.80 was achieved by the advanced group 
while the mean score for the beginning group was 3.67 for positive head 
nod. For negative head nod, .93 was the mean score of the advanced
15
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group and 1.44 was the mean score of the beginning group. The mean 
scores for gestures were 11.81 for the advanced clinicians and 4.85 for 
the beginning clinicians. For self-manipulation, 3.96 was the mean 
score of the advanced group and 5.81 xjas the mean score of the beginning 
group. The advanced group's mean score for positive touch was 1.03 and 
the beginning group's mean score was .04. The mean scores, .88 for the 
advanced clinicians and 1.78 for the beginning clinicians, were acquired 
for negative touch. A mean score for eye contact of 44.23 was achieved 
by the advanced group x^ hile the beginning group achieved a mean score of 
36.07. For posture change, .6 and 1.22 were the mean scores of the 
advanced and beginning clinicians, respectively. The advanced group 
had a mean score of 10.4 and the beginning clinicians had a mean score 
of 9.96 for forward lean.
TABLE 1
MEAN SCORES FOR THE SUBJECT GROUPS
Behavior
Advanced Beginning Group
Group Group Differences
1. Smile 4.90 4.67 .23
2. Froxna .00 .19 .19
3. Positive Head Nod 5.80 3.67 2.13
4. Negative Head Nod .93 1.44 .51
5. Gestures 11.81 4.85 6.96
6. Self-Manipulation 3.96 5.81 1.85
7. Positive Touch 1.03 .04 .99
8. Negative Touch .88 1.78 .90
9. Eye Contact 44.23 36.07 8.16
10. Posture Change o\o• 1.22 .62
11. Forward Lean 10.40 9.96 .44
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Figure 1 is a graphic representation of the mean for each of the 
eleven nonverbal behaviors for each of the two groups. It was noted 
that the basic pattern of each behavior for the two groups was similar.
When comparing mean scores of the two groups, the greatest dif­
ference between scores was found for eye contact. The advanced group's 
mean score was 44.23 with the beginning group's mean score being 36.07 
with a difference of 8.16. There was a difference of 6.96 between the 
mean scores of the two groups for gesture. The advanced group's mean 
score for gesture was 11.81 while the beginning group's mean score was 
4.85.
A moderate difference, of 2.13 points, existed between the mean 
scores for positive head nod. The advanced group's mean score was 5.80 
and the beginning group's mean score was 3.67. The mean scores for 
self-manipulation were also moderately different. The advanced group's 
mean score was 3.96 and the beginning group's mean score was 5.81 for 
a difference of 1.85.
Small differences in the mean scores were acquired for frown, 
smile, negative head nod, positive touch, negative touch, posture 
change, and forward lean. The smallest difference in mean scores 
existed at .19 for frown with mean scores being .00 and .19 for 
advanced and beginning clinicians, respectively. There was a .23 dif­
ference in smile. The mean score was 4.90 for the advanced group and 
4.67 for the beginning clinicians. For negative head nod, the advanced 
clinician's mean score was .93 with the beginning clinician's mean score 
being 1.44 with the difference being .51. A difference of .99 existed 
between mean scores for positive touch. The advanced group's mean 
score was 1.03 for positive touch while the beginning group's mean 
was .04. For negative touch the mean scores were .88 and 1.78 for
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Fig. 1. Mean Number of Occurrence of Eleven Nonverbal 
Behaviors for Advanced and Beginning Groups.
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beginning and advanced clinicians, respectively, with the differences 
between scores being .90. A difference of .62 was found on posture 
change with the advanced group's mean score being .60 while the begin­
ning group's mean score was 1.22. The mean scores for forward lean 
were 10.40 and 9.96 for advanced and beginning clinicians, respectively, 
with a difference of .44.
The scores for each nonverbal behavior were statistically ana­
lyzed using analysis of variance to determine whether a significant dif­
ference existed between the two groups in use of nonverbal behaviors.
According to Table 2, significant differences for smile existed 
within subjects due to the time effect but not due to experience. The 
significant differences were F=3.66, df=2, p <.05 and F=5.49, df=l, 
p <.05 with a linear trend. Inspection of Table 3 indicates this lin­
ear trend is due to a decrease of mean scores occuring in the third 
time period.
TABLE 2
ANALYSIS OF VARIANCE FOR SMILE
Source of Variation df SS MS F
Among Subjects 18 754.13
Clinician Experience 1 .77 .77 .02
Error(a) 17 753.36 44.32
Within Subjects 38 307.34
Time 2 53.37 26.68 3.66a
Linear 1 40.03 40.03 5.49a
Second 1 13.35 13.35 1.83
Time X Experience 2 5.99 3.00 .41
Error(b) 34 247.97 7.29
Total 56 1061.46
aSignificant at .05
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TABLE 3
M E M  SCORES FOR SMILE
Time 1 Time 2 Time 3
Overall
Mean
Advanced Group 5.20 5.60 3.90 4.90
Beginning Group 5.78 5.33 2.89 4.67
Combined Groups 5.47 5.47 3.42
The results of the analysis of variance for frown are given in 
Table 4 with the mean scores presented in Table 5. No significant dif­
ferences were noted for either experience or time. A linear trend 
existed due to a decrease of the mean score for period three for the 
beginning group.
TABLE 4
ANALYSIS OF VARIANCE FOR FROWN
Source of Variation df SS MS F
Among Subjects 18 2.56
Clinician Experience 1 .49 .49 4.02
Error(a) 17 2.07 .12
Within Subjects 38 2.00 .02 . 36Time 2 .04 .03 .54Linear 1 .03 .01 .18Second 1 .01 .02 .36Time X Experience 2 .04 .06Error(b) 34 1.92
Total 56 4.56
21
TABLE 5
MEAN SCORES FOR FROWN
Time 1 Time 2 Time 3
Overall
Mean
Advanced Group .00 .00 .00 .00
Beginning Group .22 .22 .11 .19
Combined Groups .11 .11 .05
Upon inspection of Table 6, it can be seen that significant differences, 
at the .05 level, did not exist for positive head nod. A second degree 
trend occurs due to the slight decrease of mean scores for both groups 
during the second time period (see Table 7).
TABLE 6
ANALYSIS OF VARIANCE FOR POSITIVE HEAD NOD
Source of Variation df SS MS F
Among Subj ects 18 518.13
Clinician Experience 1 64. 67 64.67 2.42
Error(a) 17 454.41 26.73
Within Subjects 38 87.34
Time 2 .95 .475 .19
Linear 1 .24 . 24 .095
Second 1 .71 .71 .28
Time X Experience 2 .68 .34 .135
Error(b) 34 85.68 2.52
Total 56 605.47
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TABLE 7
MEAN SCORES FOR POSITIVE HEAD NOD
Time 1 Time 2 Time 3
Overall
Mean
Advanced Group 5.70 5.60 6.10 5.80
Beginning Group 3.78 3.56 3.67 3.67
Combined Groups A.74 4.63 4.95
For negative head nod , a significant difference, F=3. 37, df=l,
p <.05, was achieved within subjects due to the time effect. Table 8
reveals the analysis of variance for negative head nod while Table 9
gives the mean scores for negative head nod. A linear trend existed
for the advanced group due to the increase in the mean scoresi for times
two and three. The beginning group developed a second degree trend
because of the increase of the mean score in the second period.
TABLE 8
ANALYSIS OF VARIANCE FOR NEGATIVE HEAD NOD
Source of Variation df SS MS F
Among Subjects 18 61.58
Clinician Experience 1 3.71 3.71 1.09
Error (a) 17 57.87 3.40
Within Subjects 38 58.67
Time 2 5.72 2.86 1.87
Linear 1 5.16 5.16 3.37a
Second 1 .56 .56 .37
Time X Experience 2 .90 .45 .29
Error(b) 34 52.05 1.53
Total 56 120.25
Significant at .05
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TABLE 9
MEAN SCORES FOR NEGATIVE HEAD NOD
Time 1 Time 2 Time 3
Overall
Mean
Advanced Group .40 1.0 1.40 .93
Beginning Group 1.11 1.67 1.56 1.44
Combined Groups .73 1.31 1.47
The results for analysis of variance for gestures are found in 
Table 10. Neither experience nor time effect resulted in significant 
differences. Second degree trends occurred in both groups as revealed 
in Table 11. For the advanced clinicians, a decrease in gesture occurred 
in the second time period, while an increase of gesture was noted for 
the beginning clinicians in the second time period causing the second 
degree trend.
TABLE 10
ANALYSIS OF VARIANCE FOR GESTURES
Source of Variation df SS MS F
Among Subjects 18 2712.84
Clinician Experience 1 686.04 686.04 5.75
Error(a) 17 2026.80 119.22
Within Subjects 38 1383.39
Time 2 83.19 41.60 1.23
Linear 1 55.68 55.69 1.65
Second 1 27.54 27.54 .82
Time X Experience 2 154.72 77.36 2.30
Error(b) 34 1145.45 33.69
Total 56 4096.23
24
TABLE 11
MEAN SCORES FOR GESTURES
Overall
Time 1 Time 2 Time 3 Mean
Advanced Group 15.50 9.00 10.90 11.81
Beginning Group 4.33 5.89 4.33 4.85
Combined Groups 10.21 7.53 7.79
Significant differences for self-manipulation did not occur as
shown in Table 12. Upon inspection of Table 13, it can be seen that a
second degree trend existed for the advanced group because of the
increase of the mean scores for the second time period. Because of an
increase in self-manipulation in the third period for beginning clini-
cians, a linear trend existed.
TABLE 12
ANALYSIS OF VARIANCE FOR SELF-MANIPULATION
Source of Variation df SS MS F
Among Subjects 18 728.20
Clinician Experience 1 48.54 48.54 1.21
Error(a) 17 679.66 39.98
Within Subjects 38 133.38
Time 2 1.37 .69 .18
Linear 1 1.29 1.29 .34
Second 1 .08 .08 .02
Time X Experience 2 1.08 .54 .14
Error(b) 34 130.93 3.85
Total 56 861.58
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TABLE 13
M E M  SCORES FOR SELF-MANIPULATION
Overall
Time 1 Time 2 Time 3 Mean
Advanced Group 3.70 4.20 4.00 3.96
Beginning Group 5.67 5.67 6.11 5.81
Combined Groups 4.63 4.89 5.00
Table 14 gives the analysis of variance for positive touch. Sig­
nificant differences did not exist among subjects or within subjects at 
the .05 level. If Table 15 is examined, it will be noted linear trends 
existed in both groups. For the advanced group, a decrease in the mean 
score occurred in the second time period while an increase of the mean 
score occurred in the second period for the beginning group.
TABLE 14
MALYSIS OF VARIMCE FOR POSITIVE TOUCH
Source of Variation df SS MS F
Among Subj ects 18 58.03
Clinician Experience 1 14.11 14.11 5.47
Error(a) 17 43.92 2.58
Within Subjects 38 42.00
Time 2 4.25 2.13 2.19
Linear 1 3.18 3.18 3.27
Second 1 1.07 1.07 1.10
Time X Experience 2 4.70 2.35 2.42
Error(b) 34 33.05 .97
Total 56 100.03
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TABLE 15
MEAN SCORES FOR POSITIVE TOUCH
Time 1 Time 2 Time 3
Overall
Mean
Advanced Group 1.80 .60 .70 1.03
Beginning Group .00 .11 .00 .04
Combined Groups .95 .37 .35
Upon inspection of Table 16, one can see significant differences 
did not occur for negative touch. A distinct second degree trend 
occurred due to an increase of the mean scores in the second time period 
for advanced clinicians. A linear trend developed for beginning clini­
cians with a decrease in the means occurring in periods two and three. 
This can be noted by examination of Table 17.
TABLE 16
ANALYSIS OF VARIANCE FOR NEGATIVE TOUCH
Source of Variation df SS MS F
Among Subjects 18
Clinician Experience 1
Error(a) 17
Within Subjects 38
Time 2
Linear 1
Second 1
Time X Experience 2
Error(b) 34
279.93
11.80 11.80 .75
268.13 15.77
126.00
5.30 2.65 .85
5.16 5.16 1.67
.14 .14 .04
15.53 7.77 2.51
105.17
Total 56 405.93
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TABLE 17
MEAN SCORES FOR NEGATIVE TOUCH
Time 1 Time 2 Time 3
Overall
Mean
Advanced Group .50 1.30 .80 .88
Beginning Group 2.89 1.44 .99 1.78
Combined Groups 1.63 1.36 .89
For eye contact, a significant difference, F-5.67, df=l, p <.05,
existed within subjects due to the time effect when the analysis of vari-
ance was computed. A second degree trend developed for both advanced
and beginning groups. Table 19 reveals that mean scores for both
groups increased during the second time period resulting in the second
degree effect.
TABLE 18
ANALYSIS OF VARIANCE FOR EYE CONTACT
Source of Variation df SS MS F
Among Subjects 18 7914.50
Clinician Experience 1 946.05 946.05 2.31
Error(a) 17 6968.45 409.91
Within Subjects 38 3012.70
Time 2 545.68 272.84 3.77a
Linear 1 136.42 136.42 1.89
Second 1 409.55 409.55 5.67a
Time X Experience 2 8.81 4.41 .06
Error(b) 34 2457.92 72.29
Total 56 10927.20
Significant at .05
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TABLE 19
MEAN SCORES FOR EYE CONTACT
Tine !1 Time 2 Time 3
Overall
Mean
Advanced Group 43.80 48.50 40.40 44.23
Beginning Group 36.56 39.33 32.33 36.07
Combined Groups 40.37 44.16 36.58
Analysis of variance for posture change revealed significant dif
ferences, F=3.43, df=2, p <J05 and F=5.60, df-1,, p <.01, within subjects
due to the time effect. As can be seen by the mean scores given in
Table 21, a second degree trend developed for the advanced group while
a linear trend developed for the beginning group.
TABLE 20
ANALYSIS OF VARIANCE FOR POSTURE CHANGE
Source of Variation df SS MS F
Among Subjects 18 21.37
Clinician Experience 1 5.50 5.50 5.91
Error 17 15.87 .93
Within Subjects 38 24.00
Time 2 3.90 1.95 3.43*
Linear 1 3.18 3.18 5.60°
Second 1 .72 .72 1.27
Time X Experience 2 .79 .39 .69
Error(b) 34 19.31 .57
Total 56 45.37
Significant at .05 
^Significant at .01
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TABLE 21
MEAN SCORES FOR POSTURE CHANGE
Time 1 Time 2 Time 3
Overall
Mean
Advanced Group 1.10 .30 .40 .60
Beginning Group 1.44 1.22 .99 1.22
Combined Groups 1.26 .73 .68
Significant differences for forward lean did not occur at the
.05 level as shown in Table 22 x^ hen the analysis of variance was com-
puted. Upon inspection of Table 23, it can be seen that linear trends
existed for both groups of clinicians. The advanced group's mean score
increased for periods two and three while an inverse relationship
occurred for the beginning group. The beginning group's mean scores
decreased in period two and three.
TABLE 22
ANALYSIS OF VARIANCE FOR FORWARD LEAN
Source of Variation df SS MS F
Among Subjects 18 5621.47
Clinician Experience 1 2.71 2.71 .008
Error(a) 17 5618.76 330.52
Within Subjects 38 907.37
Time 2 9.51 4.76 .19
Linear 1 2.63 2.63 .11
Second 1 6.88 6.88 .28
Time X Experience 2 65.01 32.51 1.32
Error(b) 34 832.85 24.49
Total 56 6528.84
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TABLE 23
MEAN SCORES FOR FORWARD LEAN
Time 1 Time 2 Time 3
Overall
Mean
Advanced Group 9.40 10.40 11.40 10.40
Beginning Group 11.11 10-99 7.78 9.96
Combined Groups 10.21 10.68 9.68
Discussion
There was a small difference in the number of smiles used by the 
advanced and beginning clinicians. This may be explained by Bird- 
whistell’s (1970) findings that a smile may not only be reinforcing and 
a means of expressing approval but also a means of hiding discomfort.
The beginning clinicians perhaps were smiling due to discomfort of being 
in a new and unfamiliar situation. The knowledge of their being video­
taped may also have caused discomfort for both subject groups.
The use of frowns was very limited in both groups of clinicians. 
Those who used frown in the therapy situation were beginning clinicians. 
Beginning student clinicians perhaps had not developed the same degree 
of patience as the advanced clinicians as frown may be considered a sign 
of impatience (Ekman and Friesen, 1975).
It was found that positive head nods were used more often by 
both advanced and beginning clinicians than negative head nods.
Advanced clinicians were found to use more positive head nods while 
beginning clinicians were found to use more negative head nods.
Rosenfeld (1966) stated that positive head nods operate as social
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reinforcers. The present research indicated that advanced student clini­
cians incorporated more head nods into their reinforcement system than 
did beginning student clinicians.
Gestures were used a greater number of times by advanced clini­
cians than by beginning clinicians. Mehrabian (1968) stated that 
greater liking is conveyed by using gestures. Mehrabian and Williams 
(1969) found that gesturing was positively correlated with relaxation. 
This would suggest that the advanced clinicians were more relaxed than 
beginning clinicians within the therapy situation and with the client.
Self-manipulation was used by more beginning clinicians than
¥
advanced clinicians. Self-manipulations were found to indicate dis­
comfort (Rosenfeld, 1966). As Mercer and Schubert (1974) suggested, 
self-manipulation was an indication of lack of confidence. They also 
found that the clinician who was doing a great deal of self­
manipulation had less time for reinforcing the client.
Positive touch was used more often by advanced student clini­
cians than beginning clinicians. Positive touch was often seen as a 
pat to the head or hand of the client. Positive touch was often 
accompanied by a smile from the clinician. Attempts to get the 
client's attention was the most common reason for negative touch.
Eye contact was used more often by both groups than the other 
ten nonverbal behaviors. The advanced group of clinicians displayed 
a greater amount of eye contact than did the beginning group. Eye 
contact is used as a signal in starting encounter, as a reinforcer 
and to indicate that a point has been understood (Ellsworth and 
Ludwig, 1972).
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Postural changes were used more by the beginning clinicians 
than the advanced clinicians. Changes in posture were found to reveal 
discomfort (Rosenfeld, 1966). Discomfort in an unfamiliar situation 
may be revealed by the number of posture changes used by.the beginning 
clinicians.
Forward leans were used more by advanced clinicians than begin­
ning clinicians. Mehrabian (1969) found that a forward lean was asso­
ciated with a positive attitude. The forward lean x-rould put the clini­
cian in a closer proximity to the client which is also an indication of 
liking the client.
Mehrabian and Williams (1969) suggest that smiles, positive head 
nods, eye contact, gesture, positive touch and forward leans, reflect a 
liking of the addressee. These behaviors are utilized as a means of 
expressing approval and as a means of reinforcement. It was found that 
the advanced clinicians used a greater amount of each of these behaviors 
than did the beginning clinician.
The nonverbal behaviors, self-manipulation and postural change, 
which suggest discomfort (Rosenfeld, 1966) were used in greater amounts 
by beginning clinicians than advanced clinicians. As stated previously, 
Mercer and Schubert (1974) suggested it is reasonable to assume that a 
clinician who is doing more self-manipulation has less time to perform 
the more reinforcing types of nonverbal behaviors.
The beginning clinician also used more negative head nods and 
negative touches indicating they fed back to the client more informa­
tion on undesirable behaviors rather than positively reinforcing 
desirable behaviors of the client.
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It was noticed by the experimenter that the seating arrangement 
of the clinician and client may have an effect on the types and numbers 
of nonverbal behaviors used during the therapy session. For example, if 
the clinician was seated on the same side of the table as the client, 
the number of positive and negative touches was more apt to increase 
than if in an across-the-table seating arrangement was used. The close 
proximity of the client allowed the clinician to touch the client with 
little effort as opposed to having to reach across the table to complete 
the task.
It was found that rapid drill, as used in articulation therapy, 
provided an opportunity for a greater amount of eye contact as the clini­
cian would establish eye contact after each stimulus word was presented 
to see that the client had correct tongue placement during articulation 
of that word.
Differences were noted in the nonverbal behaviors exhibited by 
male and female clinicians. It was noticed that male clinicians were 
not as apt to touch the client as the female clinicians. The sex of 
the client did not appear to affect the touching behavior of male 
clinicians, but there appeared to be a greater number of touches by 
female clinicians of female clients than of male clients. Female 
clinicians appeared to exhibit more smiles than male clinicians as 
the male clinicians generally displayed a passive, neutral expres­
sion during therapy. Female clinicians appeared to use more eye 
contacts than male clinicians. Females established eye contact for 
longer periods of time than did males.
R-esearcher * s Clinical Impressions
Different time durations of touch became evident in the study. 
Positive touches were generally given in form of a quick pat on the 
head or hand. Negative touch was usually used as an effort to restrain 
the client. It appeared that the most common procedures used when apply­
ing negative touch was holding the client's hands, head or shoulders.
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CHAPTER IV
SUMMARY AND CONCLUSIONS
The purpose of this study was to investigate the difference 
between advanced and beginning student clinicians in the observed fre­
quency of each of eleven nonverbal behaviors. A beginning clinician 
was defined as a student enrolled in clinical practicum with not less 
than five clock hours of clinical case contact experience and not more 
than twelve hours of clinical case contact at the onset of this study. 
An advanced clinician was defined as a student enrolled in clinical 
practicum with not less than twenty five-hours of clinical case con­
tact experience and not more than fifty hours of clinical case contact 
at the onset of this study.
Clinicians were videotaped on three different days during their 
regularly scheduled therapy. Three five-minute samples of these video­
tapes were then viewed and the eleven nonverbal behaviors selected for 
this study were counted. The mean number of occurrence of each of the 
eleven nonverbal behaviors for each of the two groups of clinicians was 
calculated. An analysis of variance procedure compared the use of non­
verbal behaviors used by the two groups.
The following conclusions were drawn from the study.
1. Advanced and beginning clinicians differed in the number of 
nonverbal behaviors they used in the clinical therapy setting.
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2. Advanced student clinicians used more of those nonverbal 
behaviors classified as social reinforcers than did beginning clinicians, 
though not statistically significant. These behaviors were smiles, posi­
tive head nods, eye contact, positive touch and forward lean.
3. Beginning clinicians used more of the nonverbal behaviors 
that have negative connotations, though not statistically significant. 
Beginning clinicians used more self-manipulation, postural changes, 
negative head nods, frowns and negative touch, than did advanced 
clinicians.
4. Eye contact was the nonverbal behavior used most frequently 
by both subject groups. Frown was the nonverbal behavior used least 
frequently by both subject groups.
5. Of the four behaviors where a significant difference was 
found, that difference was due to the time effect of being videotaped 
on three different occasions rather than the difference of clinical 
experience between the two groups.
Limitations of the Study
Generalizations from this study are limited by the following
factors:
1. The categories chosen for investigation x^ ere only a sample 
of the total possible nonverbal behaviors. Considerations must be made 
when separating verbal and nonverbal communication. Since they are 
both integral parts of the entire communication process, caution must 
be taken when looking at one mode of communication with the exclusion
of the other.
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2. The study was limited by the number of subjects, nineteen, 
meeting the criteria for this study. If the number of subjects had been 
greater, some trends might have become statistically significant.
3. Visual distortions in the videotapes, due to inadequate 
lighting for videotaping and taping through a one-way mirror, prevented 
the recording of some subtle nonverbal behaviors.
Suggestions for Further Research
The present investigation stimulated the following suggestions 
for further research:
1. Repeat the study to investigate the types and quantities of 
nonverbal behaviors used by male clinicians in comparison to female 
clinicians.
2. Repeat this study with a larger number of subjects.
3. Analyze the effect that seating arrangement has upon the 
types and numbers of nonverbal behaviors. The researcher's clinical 
impressions suggest that there is a relationship between seating 
arrangement and the quantity of nonverbal behaviors as well as types 
of nonverbal behaviors used by the clinician.
4. Repeat this study with an adult-client population. The 
types and numbers of nonverbal behaviors may vary with the age of 
the client.
5. Repeat this study but establish different criteria for 
selection of student clinicians. A larger difference in the amount 
of clinical case contact between the two groups may reflect a larger 
difference between the two groups in their use of nonverbal behaviors.
6. Analyze the effect of the nonverbal behaviors used by the 
clinician upon the correction of the client's speech problem.
APPENDIX
RAW DATA COLLECTION SHEET
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Clinician:
Group: Beg Adv 
Sex: M F 
Client Age:
Client Disorder:
Nonverbal Behaviors
Smile
1
Sessions
2
Frown
Positive Head Nod 
Negative Head Nod 
Gestures
Self-Manipulation 
Positive Touch 
Negative Touch 
Eye Contact 
Posture Change 
Forward Lean
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